The present study examined the socio-demographic, clinical, cognitive, social behaviour and socialnetwork characteristicsof the 97 patientsin contact with the COSTARprogramme-a mobile treatment and case managementservicefor the long-termmentally ill in inner-city Baltimore.Comparedwith shorter-contactpatients,those in contact for morethan one year showednochangeinsymptoms,or incognitiveor globalfunction.Theydidmanifestimproved socialfunction, especiallyfor slowness, personalhygieneand posturing.The long-contact groupshowedimprovements inthequalityandquantityof theirsocial networks. Ourresults suggest that a home-based treatmentsystemcanhelppatientsto reversea viciouscycle of socialisolation andto establish supportive socialcontacts. 
there have been few attempts to evaluate the effectiveness of mobile services for the seriously mentally ill in deprived inner-city areas (Avison & Speechly, 1987) . This paper describes the COSTAR (Community Support Treatment and Rehabilitation) programme in Baltimore, a mobile treatment and case management service for the severely mentally ill, and reports the results of an evaluation of patient outcome with respect to duration of contact with the programme.
Prompted by growing evidenceof the adverse effects of long-term institutionalisation, the Program for AssertiveCommunityTreatment(PACT) out reach model of servicedelivery to the seriously mentally ill (also known as Training in Community Living) was pioneered by staff at the Mendota State Hospital in Madison, Wisconsin. The approach emphasises the importanceof material resources, copingskills,motivation,freedomfrom pathologi callydependent relationships, publiceducation, and assertive home-based psychiatric treatment (Stein& Test, 1980) . The model has been successfully replicated in Sydney, Montreal, and inner-city Chicago. It is now being implemented in Vermont, Philadelphia, Cincinnati, Indianapolis,Vermont, and London.
Patient outcomes are not, in any published case,worse than with standard hospital treatment, and are often better (Braun et al, 1981) . These studies, however, 
Method
Data were collected from interviews with the patients, key informants (either the clinician or a relative), and from case note review. Interviews were conducted over a three month period by a research psychiatrist with no clinical responsibilityfor the patients. Most patients were interviewed at home, or at the COSTAR offices, but five were seen in hospital while in relapse, and one was assessed in Baltimore City Jail.
The study population comprised all 97 patients within the COSTARprogramme.They had enteredthe programme during the 30 months sinceits inception. The entry criteria to the programme are:
(a) age 18â€"80 years (b) primary diagnosis (DSM-IIIâ€"R)of schizophrenia, schizoaffective disorder, affective disorder, or a psy chosis not otherwise specified (American Psychiatric Association, 1987) (c) living within or close to the catchment area of the Johns Hopkins Community Psychiatry Programme in East Baltimore (d) no primary diagnosis of dementia or delirium (e) failure to comply with treatment in traditional out patient settings, or a history of frequent relapses.
In practice, the patients admitted to the programme are those who have failed to benefit from the usual out-patient services, and who have lost contact with servicesbetween admissions.
Of the 97 patients in the COSTAR programme, interview information was not obtained from 17patients (13 refused to be interviewed, two were not traceable, and two patients were in early relapse and an interview was not advisable).
Apart from the study grqup, in the first 30 months of COSTAR'soperation,only nine patientshad separated from the service (two died of cardiovascular disease, six were transferred to long-term hospitals or nursing homes, and one wasdischarged at his own request).
The assessment instruments used in the study were: (f) Global Assessment Scale (GAS; Endicott eta!, 1976) .
For the comparisons between the short-contact (n = 45, mean time in contact = 7.8 months) and long-contact (n = 52, mean time in contact 17.6 months) groups, Student's t-tests were used for the continuous variables, and the x2 for the categorical variables, using Statistical Analysis System (SAS) software.
Results
Among the 97 patients, the sexes were equally represented, 90% of the patients were black, and the same percentage had no paid occupation. Over half (54Â°lo) lived with a non spouse relative,13% with a spouse and25Â°lo alone.Half were single, and one-third (32%) were divorced or separated. It was notable that twice as many male patients were single (70% v. 30%), while the females were twice as likely to be divorced or separated (70% v. 30%).
Therewereno statisticallysignificantsocialor demographic differences between the short-contact and long-contact groups.
Past psychiatric history and current treatment data are shown in Table 1 . There were no significant diagnostic differences between groups, and although the long-contact group had fewer previous psychiatricadmissions, the total time in hospital was not significantly different between groups, and indeed the pattern for most patients is of recurrentbut brief admissions. Over half (52Â°lo) had been admitted to a psychiatric unit at least five times; only 20% had been in hospital for a total of over two years before entering the COSTAR programme. A further 20% had no previous admissions (Table 1) . For the total group, by DSMâ€"IIIâ€"Rcriteria, 60 (62Â°/a) were schizophrenic, and 28 (29Â°/a) received a classification contacts4.9(3.8-6.9)7.3(5.3-9. 3)0.05Relatives in contact4.7(3.5-5.9)7.6(5.4-9.8)0.03Number of confidantes2.6(1.8-3.4)3.7(2.8-4.6)0.07Other people missed8.1(6.6-9.6)10.8(8.3-13.3)0.07Number of infrequent contacts0.9(0.3-1.5)2.6(1.0-4.2)0.05Number of friends2.2(1.3-3.1)3.3(2.7-3.9 (3Â°/a) had major depression.Anti-psychoticmedicationwas received by 86(90Â°/a) of the patients, and mood-stabilising drugs by 33 (34Â°/a). Two-thirds (65Â°/a) were prescribed anticholinergic medications. The results showed a non significant tendency for long-contact patients to receive more antipsychoticmedication, and fewermood-stabilising medications.
The 18 items from the BPRS were rated on a five-point scale (0â€"4), and the total score lay in the range 0â€"72. The overall mean BPRS score was 10.5(95Â°/aC! 9.1-11.9). The most frequently rated items were: suspiciousness (48Â°/a), emotionalwithdrawal(44Â°/a), hallucinations(35Â°/a), motor retardation (34Â°/o), posturing (26Â°/a), and disorganised thoughts (25Â°/o), indicating that many of the patients continued to manifest the positive and negative symptoms of psychosis. Therewas no significantdifferencein the total BPRS scores between the long-contact (mean 10.0, CI 7.9â€"11.9) and short-contact (mean 11.3, CI 9.5â€"13.4) groups.
Cognitive numberin the patients' primarygroup(definedfor the SNS as contacts with whom there were meaningfulcontacts at least every month) was 13.1(95Â°/aCI 11.8â€"14.9), while patients described having regular contacts with twice as many relatives(mean 6.4) as friends (2.9) or acquaintances (3.0). Many of the patients had large extended family networks: several patients described primary group, weekly contact and friendship circles in excess of 30. There was, however, very considerablevariationwithin the social network variables: the range for the number of primary group members, for example, was between two and 48. The most strikingdifferencesbetweenthe long-and short contact groups werethe quantityand quality of theirsocial networks (see Table 2 ). The long-contact group had more primary group members, more contact with relatives, and more weekly and infrequent contacts. The mean measure of network density-the degreeto which network members know each other -showed no difference between groups.
Aspects of both the patients' perceptionsof others (high suspicion score) and others' perceptions of the patients (a high rating by key informants for odd conversation) were highly associated with many measures of social network quality and quantity (Table 3) .
Discussion
The results of this study must be interpreted carefully, since it is a cross-sectionalinvestigation designedto explore three specific hypotheses. The results may be misleading becauseof confounding or bias. Secondly, the isolation of living alone has been associated with earlier psychotic relapse. Thirdly, the isolation of single marital status is more common among those with chronic schizophrenia. Finally, contact with fewer friends has been correlated with poorer outcome for schizophrenic patients.
The converseassociationmay hold: that intimate and supportive personalrelationshipsare associated with better outcome, and this would have important implications for community-based psychiatric services. In planning both the dischargeof long-term in patients,and the transferof suchpatientsbetween wards and hospitals, existing support networks may needto be recognisedand sustained. Where supportresources areinsufficient, staffmayneedto implementa prosthetic networkof professional and voluntary services(Goeringet a!, 1988; Harris & Bergman, 1988) .For patients whosecondition has interrupted family and friendship ties, a primary function for the case manager may be the reconsti tutionof suchsocial relationships (Intagliata,1982).
In particular, barriers to forming or maintaining intimate relationshipsmay be an important focus for family intervention.
An aetiological cyclecan be postulated. Not only may inadequatesocialnetworkshave an adverse effectuponthe outcomeof schizophrenia, but also certaincharacteristics of suchpatientsmay weaken their social networks and causethem to become more isolated.The resultsshownin Table 3 supportthis proposal.Contributionsfrom both the patient (a high suspiciousness scorefrom the BPRS)and from patients'socialcontacts(a high SBSrating of odd conversation by key informants) can form a vicious circle which produces increasing social isolation and disability. The successof the COSTAR model may be partly due to reducing symptomsthrough tighter control of treatment, and encouraging social reinte gration, so that the cycle is reversed. This hypothesis will be testedby a randomisedcontrolled trial of the COSTAR programme.
